Key words: high blood pressure; renal autograft aldosterone in supine and standing positions were transplantation increased ( PRA supine 4.2 ng/ml/h with n.v. 0.2-2.8 ng/ml/h; PRA standing 8.0 ng/ml/h with n.v. 1.5-5.7 ng/ml/h; serum aldosterone supine 230 pg/ml with n.v. 30-150 pg/ml; serum aldosterone standing To investigate the presence of vascular and/or renal an epistaxis. Twenty-four-hour ambulatory blood pressure monitoring (ABPM-SpaceLabS 90207) confirmed abnormality. we performed a magnetic resonace angiothe presence of elevated blood pressure values (daytime graphy of the abdomen and found a proximal stenosis SBP l7O/DBP 123 mmHg; night-time SBP 143/DBP of both renal arteries with parietal thickening and 92 mmHg). Six months before, the same school physi-luminal stenosis of submesenteric trait of abdominal cian had found normal blood pressure values.
According to previously reported criteria the disease was considered inactive since the ESR was back to normal and a percutaneous transluminal renal angioplasty (PTRA) was successfully performed in the right renal artery, restoring renal vascular flow. In the left renal artery the PTRA was unsuccessful. The blood pressure values remained high after PTRA. To preserve the renal function in the left kidney we decided to Fig. 2 . Surgical image of left kidney after the autograft transplantaperform an arterial reconstruction. During the surgery tion: anastomosis between left renal artery and internal iliac artery the involvement of both aorta and renal artery was using autologous saphenous vein inverted. The polar superior artery has been clamped.
found to be more severe than shown by the arteriography. The involvement of the arterial tree prevented any anastomotic procedure. The only possibility was then reintroduced a minimal oral dose of prednisone to perform a heterotopic renal autograft transplanta-(5 mg/day). With such a low dose of steroid the tion in the pelvis to the internal iliac artery, using antihypertensive therapy was no longer necessary. MR autologous saphenous vein inverted for reconstruction angiography performed 7 days after the surgical treatof the renal artery ( Figure 2 ). MR angiography perments, and angiography performed 6 months and 1 formed a few days later showed that both the renal year later, confirmed the patency of renal arteries areries were patent with a normal conformation and (Figure 3 ) with no radiological sign of Takayasu's normal vascularization of both kidneys. In the followsyndrome activity. ing days the blood pressure values decreased but did not reach normal values ( 24 h monitoring daytime SBP 145/DBP 98 mmHg; night-time SBP 132/DBP Discussion 86 mmHg). We related this mild hypertension to the glucocorticoid treatment. Angiotensin-converting enzyme inhibitor (enalapril 10 mg), and antiaggregant The prevalence of secondary hypertension in young people is directly related to blood pressure level and therapy were started. The blood pressure reached normal values in 5 days (130/80 mmHg) while renal inversely related, to age as reported in several epidemiological studies [3 ] . Thus the finding of severe hyperfunction did not change. The patient was dismissed from the hospital a week later. tension in a young girl requires a thorough medical evaluation to exclude the presence of secondary hyperRenal function, blood pressure, and ESR were measured every month and remained normal for 5 months. tension. The major cause of hypertension in Western young people is renal parenchymal diseases (43-84%) We then decided to discontinue oral prednisone treatment, but during the tapering of glucocorticoids the [4] . In our case the renal function and the urinalysis were normal, as well all other investigations aimed at erythrocyte sedimentation rate increased again. We patient the presence of elevated ESR and anticardiolipin antibody titres, and low C4 were considered expression of an active phase of an autoimmune disorder. Since the risk of surgical procedure failure is increased during active disease [7, 8] we treated the active phase of Takayasu's arteritis with glucocorticoid for 30 days, as recommended in the literature [2, 9] . During this period the blood pressure values remained high, but we did not start any antihypertensive treatment since the high systemic blood pressure could be of help in maintaining some renal blood flow in spite of the tight renal artery stenosis. The response to steroid treatment was excellent, with normalization of ESR. The titres of anticardiolipin antibody decreased and the C4 increased, but both of them remained abnormal.
In a recent study of the mid-term results of PTRA in children with Takayasu's syndrome the procedure was technically successful in 95% of stenoses and the prediced cumulative patency rate at 5 years was 71% [5] . The authors observed that the presence of a long stenosis beginning at the origin of the artery (as in our case) predisposes to restenosis. After 1 month of steroid treatment PTRA restored renal vascular flow in the right renal artery. On the left side renal autograft transplantation in the pelvis was the only technically possible alternative. Beale et al. [9 ] reported nine cases, five of which were successful. The internal iliac artery was selected since it is infrequently aÂected by TA.
As one can see in Figure 3 PTRA on the right renal artery was not morphologically perfect, although the blood flow is normal. The patient will routinely undergo MR angiography every 6 months to evaluate autoimmune disorders) seem to be involved [6 ] . In our
